The histiocytic disorders are pathological diagnosis and rarely affects spine. The spinal involvement is characterized by lytic lesions and painful symptoms. Isolated intradural extramedullary involvement is rare presentation. A 15-yearold female patient presented with nontraumatic cervical compressive myelopathy and was operated electively with preoperative diagnosis of meningioma. The histopathology was surprisingly Langerhans cell histiocytosis. In lineage of histiocytic development, the Langerhans cells develop into matured dendritic cells and lose its Birbeck granules and CD1a antigenicity. With the understanding of histiocyte lineage system, the disorders concerned with central nervous system are classified into dendritic cell disorders and macrophages-related disorders. In this article, we have discussed on histiocytic disorders of central nervous system and management guidelines in case one comes across such histopathology.
IntroductIon

"H
istiocytic disorder" is the generalized term used for a group of diseases with a common pathological finding of "abnormal proliferation of macrophages or dendritic cells." This group includes Langerhans cell histiocytosis (LCH), ErdheimChester disease (ECD), Juvenile xanthogranuloma, Rosai-Dorfman disease (RDD) and hemophagocytic lymphohistiocytosis. The rarity of literature on histiocytic disorders at central nervous system (CNS) location leaves a management dilemma when one comes across such pathology. Although an isolated eosinophilic granuloma (EG) involving cervical spine has been reported earlier, it is extremely uncommon for LCH presenting isolated in cervical spine and that too at "intradural" location. Herein, we report a case of isolated cervical intradural extramedullary LCH, masquerading as meningioma, in an elderly female patient presented with a history of progressive spastic quadriparesis. To the best of our knowledge, this is the first such case reported in English literature from India.
case example
A 15-year-old girl was referred to our side with a history of progressive spastic quadriparesis for 2 months. On examination, tone was increased in all four limbs with upper limb MAS grade II and grade III in lower limb. Power was 0-1/5 in all four limbs. Deep tendon reflexes were exaggerated at all joints. Superficial abdominal reflexes were absent in all quadrants and plantars were bilateral extensor. There was graded sensory loss below C4 spinous process from 20% to 80% with both joint position and vibration sense. On magnetic resonance imaging (MRI), there was a 3 × 3.5 cm ventrally placed intradural extramedullary dural-based mass lesion with loss of cerebrospinal fluid (CSF) column [ Figure 1A ]. The lesion was more toward left and pushing spinal cord toward right side. The lesion showed homogenous contrast enhancement with dural tail [ Figure 1B] ; no diffusion restriction was demonstrated. There was no evidence of bony involvement or paraspinal muscle intensity changes. Considering a clinicoradiological diagnosis of intradural meningioma, patient was planned for elective surgery following routine investigation. C4-5 laminectomy and C3 partial laminectomy were performed. Dura was tense; hence, denticulate ligament was divided following dural incision. After opening the dura linearly, lateral cuts were made. To our surprise, the lesion was soft, friable, and mildly vascular with no dural attachment contrary to what we expect in meningioma. The tumor was highly suckable. Total excision was performed. The squash was benign mesenchymal pathology. Patient had improvement in spasticity in postoperative period but power remained unchanged. The histopathological section showed histiocytes and multinucleated giant cells mixed with dense inflammatory infiltrates composed of lymphocytes, neutrophils, eosinophils, and plasma cells [ Figure 2A -C]. The immunohistochemistry (IHC) showed positivity for S100 and focal positivity for CD1a [ Figure 2D -E]. The diagnosis was made LCH and we did a Tc 99 MDP bone scan in follow-up. The scan showed no evidence of any abnormal osteoblastic activity with just physiological increased tracer uptake in end growth plates. At the time of submission of report, patient is under follow-up of 2 months and is doing well, power is improved to 1-2/5, and no further treatment is needed for LCH. These histiocytic disorders are usually lower down in the list of differentials for an intradural extramedullary contrast-enhancing cervical lesions whereas meningioma being most common. It is not unusual when patients with LCH are misdiagnosed as meningioma. The meningioma usually manifest after fourth decade with prediction for females and thoracic and cervical regions being more common location. Microscopically, meningioma characteristically show typical meningothelial cells arranged in whorls and fascicles. The calcified psammomatous variant is more frequent in spinal region. [1] A similar case reported at intradural location, but at lumbar level, was similarly misdiagnosed as meningioma before a surprising histopathology diagnosis was made. [2] In that case, Birbeck granules was also demonstrated in electron microscopy. We did not used electron microscopy because IHC is equally sensitive and specific. [3] Similarly Ming Zhu et al. had also reported a case of right dural-based lesion in frontoparietal region that mimics meningioma and histopathology was LCH. [5] Rocha-Maguey et al. [6] reported a case of intradural mass lesion at cervical level with histopathology of RDD. Their patient presented at 27 years of age contrary to the younger age of our patient. In RDD, the histiocytes consistently show S100 positivity but are CD1a negative and lack Birbeck granules. The finding of emperipolesis (lymphophagocytosis) is characteristic. [7] The histiocytic group of disorders have wide spectrum of clinical presentation from total regression to fatal condition. They involve almost all organ including skin and eyes, usually classified as nodal and extra nodal spread. The prognosis depends on the number of nodal and extranodal involvement, age of presentation, and general condition of patient. LCH can present as unifocal (EG), multifocal (HandSchuller-Christian disease) and systemic (Abt -Letterer Siwe disease). Out of these three, unifocal presentation is the most common and bone is the most common site for the same. [8] Although, the intradural extramedullary is a rare site for LCH, the disease is believed to occur in all the places where mesenchymal tissue (such as dura mater layer) is present. That is why the LCH is dural based and in our case looked like meningioma. [9] LCH is typically diagnosed between 1 and 5 years of age, but our case unusually presented in second decade. The clinical manifestations of LCH depend on severity and the number of organs involved. It has predilection for flat bones, most commonly skull, followed by mandible and rib. The vertebral body is the most common affected part of spine in LCH. Then bony lytic lesions lead to severe pain. Apart from skull bone, CNS manifestation is found in approximately 16% of cases. [10] Diabetes insipidus is most frequent manifestation with infiltration of posterior pituitary. Neurocognitive disorders and ataxia are other manifestations. [11] The diagnosis of LCH is mainly histopathological. Under light microscopy, the presence of large histiocytes with grooved nuclei under background of mononuclear histiocytes and multinucleated giant cells, lymphocytes, plasma cells, and neutrophils is suggestive of LCH. Immunohistochemistry shows S-100 protein and CD1a expression. The confirmatory test is electron microscopy, which reveals "tennis racket" shaped cytoplasmic inclusions within histiocytes (Birbeck granules). The latest guidelines do not include electron microscopy in diagnostic panel because they consider diagnostic value of S100 and CD1a is same as finding Birbeck granules. Radiologically, MRI shows thickened pituitary stalk or white matter changes.
The treatment options available are curettage, intralesional steroids, chemotherapy, and radiotherapy depending on size or number of lesions [ Table 1 ]. The involvement of liver, spleen, and lymph nodes is considered as poor prognosis. Isolated disease involving functionally critical anatomical sites may justify systemic therapy. [12] The systemic therapy includes cladribine, etoposide, or radiation [ Figure 5 ]. In addition to pituitary stalk lesions, any brain or meningeal lesion (except local reaction to a skull vault lesion) is considered as an indication for systemic therapy. The standard therapy with vinblastine and steroid or cladribine monotherapy can be effective in this situation.
It is difficult to differentiate LCH from ECD, which is characteristically negative for CD1a and S 100 and positive for CD 68. The absence of Birbeck granules differentiates the disease from more common LCH. In ECD, diabetes insipidus is a common manifestation of CNS involvement and occurs in the form of orbital and neuroendocrine manifestations. [13, 14] In hemophagocytic lymphohistiocytosis, CD1a is negative with hyperferritinemia. [15] In RDD, head and neck involvement is seen in 22% of extranodal disease including involvement of the nasal cavity, the paranasal sinuses, the nasopharynx, submandibular glands, the parotid, the larynx, the temporal bone, the infratemporal fossa, the pterygoid fossa, the meninges, and the orbit. [16, 17] conclusIon The histiocytic disorder should be kept as a rare differential diagnosis among dural-based lesion of spine even in females. The clues in diagnosis empower the surgeon in prognosticating and follow-up investigations. The LCH may present as isolated mass lesion without bony lytic lesions. The management is surgical excision and regular follow-up. The probability of other histiocytic disorders should be always excluded with IHC.
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